ultrasound showed a well-defined mass lying above the left kidney which was displaced inferiorly. This was clearly depicted on CT scan. Renal arteriography showed the mass to have a malignant arterial circulation pattern and initial histological confirmation was obtained by needle aspiration cytology. He was prepared for surgery and on 7 November 1983 underwent a thoracoabdominal laparotomy. A 17 x 12 x 10 cm tumour was found lying above and medial to the left kidney and extending behind the pancreas, with a second 5 cm tumour mass in the gastrosplenic omentum. An en bloc excision of both tumour masses with the left kidney, spleen and tail of pancreas was carried out. There was considered to be residual tumour within para-aortic glands which were marked with silver clips. The patient made an uneventful postoperative recovery.
Histology showed the tumour to be an adrenocortical carcinoma with involvement of several lymph nodes in the specimen.
Discussion
Carcinoma of the adrenal cortex is a rare tumour which carries a poor prognosis. The tumour may arise from any of the layers of the adrenal cortex and can produce two types of clinical picture, a 'functioning' or 'non-functioning' syndrome depending on the capacity of the malignant cells to produce cortical steroids. 'Non-functioning' tumours tend to present late as they do not give rise to endocrine syndromes and only become apparent by increase to a substantial size or by metastases.
The present case illustrates well the late presentation of endocrinologically inert adrenocortical tumours and, as the patient had 10 years previously had an adrenal adenoma excised from the same adrenal, also raises the possibility that the adrenocortical carcinoma had arisen within residual adenoma tissue.
Adrenal tumours grow in an anatomical site elusive to the clinician's examining hand and when palpable have usually reached a considerable size, in contradistinction to functioning tumours whose endocrine effects are -apparent when the tumour is often very small. In this patient, ultrasound and CT scan were highly accurate and provided adequate information for planning subsequent surgery; it is intended to use serial CT scanning in the follow up.
In The health hazards of cigarette smoking are numerous. However, skin reactions from tobacco are rare in tobacco handlers, and extremely rare in consumers. We report the case of a patient who developed allergic contact dermatitis of the hands and face from cigarette tobacco. The allergen has been extracted from tobacco leaf (Nicotiana tabacum), although attempts to characterize it further have so far proved unsuccessful.
Case report A 26-year-old man presented with a one-year history of vesicular eczema on the pulp of the right thumb, the ulnar aspect of the index finger, the radial aspect of the middle finger (Figure 1) Since the patient has stopped smoking, his hand eczema has resolved although it recurred slightly at the original sites during patch testing. He has also noted facial burning and nasal pruritus, which are maximal six hours after exposure to a smokefilled atmosphere and are again associated with a flare of his hand dermatitis.
Irritant reactions from tobacco are not uncommon in factory workers and may present as erythema, urticaria or irritant contact dermatitis. Causes include mechanical trauma from tobacco leaf and irritant reactions from pastes used on cigars and boxes, processing and flavouring agents, and the primary irritancy of tobacco itself, due to alkaloids such as nicotine (Schwartz et al. 1957 , Rycroft 1980 . There are few well-documented cases of allergic contact dermatitis from tobacco in factory workers. Karrenberg (1928) and Stauffer (1929) described individual patients with case histories strongly suggestive of allergic contact dermatitis. Vero & Genovese (1941) described 3 cases of allergic contact dermatitis amongst cigar makers in one factory. Out of over a thousand cases of hand eczema seen in a large cigar factory, only three had proven allergic contact dermatitis to tobacco leaf (Samitz et al. 1949) . Since the manufacture of cigarettes is more highly automated than that of cigars, skin reactions in cigarette factory employees are less common (Rycroft et al. 1981) .
Allergic contact dermatitis to tobacco smoke residues in a smoker has been described on two previous occasions (Weary & Wood 1969 , Neild 1981 . Positive patch tests were obtained in both patients using the smoked cigarette filter. It is probable that our patient was sensitized by direct contact with tobacco leaf in his cigarette rather than to a volatile component of tobacco or to a product of combustion. We have so far been unable to determine the precise allergen, although previous studies suggest that it is unlikely to be nicotine itself (Silvette et al. 1957 (Parke & Hughes 1981 , Williams 1981 , Little et al. 1983 ), but juvenile rheumatoid arthritis (JRA) associated with milk allergy has not been noted. The 14-year-old patient reported here had a 6-year history compatible with a diagnosis of JRA and recovered after the elimination of all cow's milk protein from her diet. Dietary provocation on 4 occasions (2 inadvertent and 2 planned) reproduced the signs and symptoms of her illness. She was lactase-deficient and there was a family history of milk allergy. An association between. lactase 'Accepted 28 November 1984
